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Abstract A 19 year old man presented with unilateral testicular swelling and pain. An initial diagnosis of epididymo-orchitis was modified to a presumed testicular neoplasm following ultrasonography. The final diagnosis of isolated testicular vasculitis was established following histological examination of the orchidectomy specimen. Staining for antineutrophil cytoplasmic antibodies was negative. Despite immunosuppressive treatment, the patient developed firther symptoms affecting the remaining testis one year later. He responded well to an increase in immunosuppressive therapy and has remained asymptomatic 18 months from diagnosis. Symptomatic vasculitis confined to the testis is extremely rare, but must be considered in the differential diagnosis of testicular swelling and may be the presenting feature of a systemic vasculitis such as polyarteritis nodosa. The risk of progression to systemic disease in such cases is unknown. Immunosuppressive therapy must be considered carefully and long term follow up is important. (7 Clin Pathol 1994; 47: 1121 -1123 Symptomatic vasculitis confined to the testis without clinical or laboratory evidence of systemic disease is extremely rare. It is difficult to diagnose clinically and to detect using noninvasive methods. We describe a case with an unusual presentation simulating a testicular neoplasm.
Figure 1 The bisected testis shows cystic areas of haemorrhage, mostly within the lower half of the specimen (x 2-5).
Case report A 19 year old man presented to his general practitioner with left testicular swelling and was treated with oral antibiotics for presumed epididymo-orchitis. Over the next 10 days, the swelling increased, the testis became painful and he was referred for urgent urological assessment. Otherwise, the patient was in good health with no other symptoms and no relevant medical history.
On examination, the patient was apyrexial and normotensive. The left testis was swollen and tender on palpation. Scrotal ultrasound examination revealed an abnormal left testis with a heterogeneous echo pattern including areas suggestive of cystic change. The right testis was clinically and sonographically normal. Urinalysis and culture were negative. Full blood count, serum electrolytes and liver function tests were normal as were serum a-fetoprotein and human chorionic gonadotrophin concentrations, and chest radiography. The initial clinical diagnosis was of a possible testicular tumour and left radical orchidectomy was performed via an inguinal incision.
The testis measured 4 x 3 x 2 5 cm and contained scattered areas of haemorrhage, particularly around the lower pole (fig 1) . The epididymis, investing membranes and spermatic cord seemed grossly normal.
Microscopy showed the presence of a patchy, necrotising vasculitis affecting medium and small calibre arteries. Several vessels showed frank fibrinoid necrosis of their walls with a transmural infiltrate of polymorphonuclear leucocytes and lymphocytes Postmortem studies suggest that the testis is involved in about 38-86% of cases of polyarteritis nodosa, but that less than 18% of these are symptomatic, and most will show other manifestations of polyarteritis nodosa. 5 Isolated organ involvement in vasculitis is rare. Involvement of the testis, epididymis, appendix, uterus, cervix, gall bladder, synovium, and breasts have been reported,6 although involvement of the skin in polyarteritis nodosa7 and the respiratory tract in limited Wegener's granulomatosis8 is better recognised. Whether such cases represent truly isolated vasculitis or merely represent an unusual site of presentation with the risk of subsequent progression has yet to be determined from long term studies. Classic polyarteritis nodosa carries a significant mortality and morbidity rate, even with treatment, and has a high rate of relapse. The pathogenesis of isolated organ vasculitis is unknown, as is why only one organ may be affected. Localised infection has been suggested in limited Wegener's granulomatosis. ANCAs are now being found to have a pathogenetic role in some systemic vasculitides but the absence of ANCAs in most cases of classic polyarteritis nodosa suggests that cell mediated immunity may also be important.
To treat this patient with potentially toxic immunosuppressive therapy with the added risk of sterility, despite the lack of clinical and objective laboratory evidence of systemic disease, was a difficult clinical decision. In view of the high relapse rate associated with polyarteritis nodosa, long term follow up is essential. The absence of serological markers of disease activity, however, may make monitoring of any future relapse difficult.
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